The results of vitreous surgery for severe complications of proliferative diabetic retinopathy (PDR) have improved dramatically in recent years. '2 If a retinal break is present at surgery short term intraocular gas tamponade may be effective in securing retinal re-attachment provided the break is sealed and vitreoretinal traction is adequately relieved. Occasionally, however, a prolonged tamponade using silicone oil may be preferred if the surgeon suspects that gas tamponade may not lead to lasting retinal reattachment. In eyes with chronically detached or excessively oedematous retinas, for example, it may be difficult to achieve effective endolaser photocoagulation ofbreaks or ofischaemic retina. In such cases silicone oil tamponade is useful as it limits any postoperative haemorrhage and allows immediate postoperative photocoagulation.34
Anterior segment complications of intraocular silicone such as cataract, glaucoma, and keratopathy>9 have been widely reported in nondiabetic and diabetic eyes. In addition, silicone oil in the diabetic eye may be associated with reproliferation of fibrocellular or even fibrovascular epiretinal membranes sometimes with traction retinal re-detachment.3 10 It is has been suggested that early removal of silicone oil may prevent some of these problems.-"3
The most serious complication of the removal of silicone is retinal re-detachment, which in non-diabetic eyes may occur in up to 33% of cases.'" '6 In diabetic eyes such a complication can be particularly serious as it is frequently associated with intractable rubeosis iridis. 17 It has been our clinical impression that retinal re-detachment following the removal of silicone oil is less common in diabetic eyes than in their non-diabetic .counterparts. The aim of this study was to document the consequences of silicone oil removal in a series of patients who had undergone vitrectomy for complications of diabetic retinopathy. Patients (Table 4) . Epiretinal membrane dissection with or without scleral buckling was performed at the time of the silicone oil removal in two of the eyes where epiretinal membranes had re-proliferated and a localised retinal detachment had occurred (Table 4) . Mean follow up after oil removal was 50 months (6-94 months).
Results
Silicone oil was removed after having been in situ for a mean of 13-5 months (range 1-52 months). Early removal (within 3 months) was performed in order to prevent potential complications in four eyes, to treat increased intraocular pressure owing to lens swelling in four eyes, and to evacuate the retrolenticular and preretinal haemorrhage in two eyes (Table 3) . A degree of diffuse haemorrhage was present in most eyes immediately following silicone removal but this cleared within 2-6 weeks. The removal ofsilicone oil was otherwise uneventful in 15 eyes, but was 205 associated with complications in 10 eyes (Table  5) . Four eyes had dense non-clearing haemorrhage, one of which was associated with hyphaema and high intraocular pressure requiring subsequent vitreous washout and trabeculectomy. In the remaining three eyes, the severe haemorrhage was associated with retinal re-detachment (see below).
Marked postoperative intraocular inflammation occurred in seven eyes and this was controlled by intensive topical steroids. Hypotony (intraocular pressure less than 10 mm Hg) occurred in five eyes. This was transient (less than 10 days) in four eyes, but in one eye the intraocular pressure remained at 6 mm Hg at 11 months. Of the five eyes with preoperative increase in intraocular pressure one underwent successful trabeculectomy at the time of silicone oil removal, but the remaining four eyes required further topical and systemic treatment in order to maintain intraocular pressure below 25 mm Hg.
Retinal re-detachment occurred in three eyes, in each case associated with severe postoperative intraocular haemorrhage, active fibrovascular epiretinal membrane re-proliferation, and retinal breaks. One eye was deemed inoperable and the other two were re-attached with further epiretinal membrane dissection and re-injection of silicone oil. However severe epiretinal membrane re-proliferation occurred in one of these eyes resulting in an inoperable retinal detachment. All three eyes with re-detachment following silicone oil removal presented originally with a chronic combined traction and rhegmatogenous retinal detachment and very active fibrovascular membranes.
Ultimately the retina remained attached in 23 eyes (although one contained silicone oil), 11 eyes showing some evidence of epiretinal membrane re-proliferation and three having residual extramacular traction retinal detachment that remained stable. Ofthe seven eyes that remained phakic after silicone oil removal, three subsequently underwent cataract extraction. Posterior capsule thickening requiring Nd-YAG capsulotomy occurred in six eyes. The remaining four phakic eyes showed posterior subcapsular opacification. The eventual visual outcomes in this series are e time of silicone oil encouraging with most of the eyes recovering the visual acuity achieved soon after initial high incidence of vitrectomy. The deterioration of vision before e in the eyes studied the removal of silicone oil was mainly due to the introl even after the development of cataract, but the vision was iplications were also restored once the silicone and the cataract had tent both before and including epiretinal Figure 3 Change in visual acuity following the removal ofsilicone. Open circles signify persistent retinal redetachment after the removal ofsilicone. 
